






 

Authorization Form for Release of Protected Health Information under the HIPAA 

Privacy Law 

 

The name(s) listed below are family or friends whom I grant permission for my healthcare 

provider and their representatives of SOWC to discuss my care using this disclosure form to 

share relevant information about my healthcare or discuss financial information for payment on 

my account. 
 

Patient Name: ______________________________________________ DOB: ____________ 

 

The information you may release subject to this authorization is the following:  

Appointment date/time □Yes □No       Explanation of diagnosis and/or procedures □Yes □No               

Lab reports □Yes □No                          Billing information □Yes □No 

 

� I consent to SOWC to leave a message on my voicemail/answering machine about my lab test 

results   □Yes      □No 

 

Release my protected health information to the following person(s)/entity: 

 
Name: _________________________ Phone: ______________ Relationship: _____________________ 

 
Name: _________________________ Phone: ______________ Relationship: _____________________ 
 
Name: _________________________ Phone: ______________ Relationship: _____________________ 

 

□I do not want any of my information shared with family or friends  

 

 

 

I understand that my healthcare information at Seven Oaks Women’s Center is protected. I have 

received this Notice of Privacy Practices and this document will be on record with SOWC.  

 

_____________________________________________________________________________________ 

Patient Signature        Date 

 

_____________________________________________________________________________________ 

Witness Signature        Date 

 

 
This consent will be considered valid until such time that I revoke it. I reserve the right to revoke it at any 

time. I understand that to revoke this consent, I must provide written notice to Seven Oaks Women’s Center. 



Bryan M. Cox,  M.D. 

 

 
 

   

Heidi R. Heck, M.D. 

Christine DeLaGarza, M.D. 

    

Parke J. Hedges, M.D. 

Shannon Gallagher, M.D. 

    

Tiffany Satterfield, D.O. 

Brian W. Harle, M.D. 

     

        

         

Seven Oaks Women’s Center Patient Consent Form 

 

By signing this form, you are granting consent to Seven Oaks Women’s Center to 

use and disclose your protected health information for the purpose of treatment, 

payment and health care operations.  Our Notice of Privacy Practices provides 

more detailed information about how we may use and disclose this protected 

health information.  You have a legal right to review our Notice of Privacy Practice 

before you sign his consent and we encourage you to read it in full. 

Our Notice of Privacy Practices is subject to change.  If we change our notice, you 

may obtain a copy of the revised notice by contacting our health information 

office at:  (210) 692-9500. 

You have a right to request us to restrict how we use and disclose your protected 

health information for the purposes of treatment, payment or health care 

operations.  We are not required by law to grant your request.  However, if we do 

decide to grant your request, we are bound by our agreement. 

You have the right to revoke this consent in writing, except to the extent we 

already have used or disclosed your protected health information in reliance on 

your consent. 

 

Patient Name (Print):  ___________________________ 

Signature:    ___________________________________ 

Date:     _______________________________________ 



FINANCIAL POLICY 

Thank you for choosing Seven Oaks Women’s Center as your health care provider. We are committed to providing you the best 

available medical care. Our personnel will be pleased to discuss our fees and this policy with you at any time. We ask that all 

patients read and sign our financial policy as well as complete our Patient Information form prior to seeing the physician. 

Payment for service is due at the time services are rendered. We accept cash, check, Visa, American Express, Discover and 

MasterCard. We will be happy to help you process your insurance claim for your reimbursement. 

In special instances, we may accept assignment of insurance benefits. However, you must understand that: 

1.  Your insurance policy is a contract between you, your employer, and the insurance company. We are NOT a party to that 

contract. Our relationship is with you. We cannot become involved in disputes between you and your insurer regarding 

deductibles, co-payments, covered charges, secondary insurance, and “usual and customary” charges. 

We are however, contracted with certain managed care, and preferred provider plans; we will follow the guidelines for patient 

care, reimbursement, and submission of claims for services rendered. Any contractual provider discounts will be deducted 

from your balance. 

 

2. All charges are your responsibility whether your insurance company pays or does not pay. Not all services are a covered 

benefit in all contracts. Some insurance companies arbitrarily select certain services they will not cover. 

 

3. Fees for these services, along with unpaid deductibles and co-payments are due at the time of treatment. 

 

4. If your insurance company does not pay your claim within 30 days, it is your responsibility to contact your insurer to expedite 

payment. You will be responsible for any unpaid claims. 

 

5. If your insurance company does not pay in full within 45 days, we require you to pay the balance by cash, check, Visa, 

American Express, Discover, or MasterCard. 

  

6. Lab Billing – Please remember, your lab billing is separate from our physician’s billing and you may receive a separate itemized 

bill from the laboratory, for which you are responsible. Please verify that you are being directed by our office to a lab that is a 

participating provider with your insurance plan. 

  

7. Returned checks and balances older than 45 days may be subject to collection placement and collection fees. 

 

Please note that, if you must cancel or reschedule your appointment, all cancellations must be made at least 24 hours in advance. 

If you fail to cancel your appointment, you may be charged at the rate of a normal office visit. We encourage you to 

communicate with our business office any payment problems, so that we may assist you in the management of your account.  

Again, thank you for choosing Seven Oaks Women’s Center as your health care provider. We appreciate your trust in us and we 

appreciate the opportunity to serve you. 

 

Patient’s Signature: ______________________________________ Date: _______________________  

Bryan M. Cox,  M.D. 

 

 
 

   

Heidi R. Heck, M.D. 

Christine DeLaGarza, M.D. 

    

Parke J. Hedges, M.D. 

Shannon Gallagher, M.D. 

    

Tiffany Satterfield, D.O. 

Brian W. Harle, M.D. 

     

        

        



 
 

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION 

FOR CLINICAL RESEARCH PURPOSES 
 

I hereby authorize the use or disclosure of information from the medical record of: 

 

Patient Name:___________________________________________ Medical Record:_____________________________________ 

 

Date of Birth:___________________________________________ Social Security # ____________________________________ 

 

I authorize the following individual or organization to disclose the above named individual’s health information: 

Seven Oaks Women’s Center, 7711 Louis Pasteur, Suite 200, San Antonio, TX 78229             Yes      No 

 

This information may be disclosed to and used by: 

Clinical Trials of Texas, Inc, 7940 Floyd Curl Dr, Suite 700, San Antonio, TX 78229 

 

For the purpose of:   Research of Women’s Health related drugs and devices. 

 
Please release the following:   Complete Record 

 

I understand that the information in my health record may include information relating to sexually transmitted disease, acquired 

immunodeficiency syndrome (AIDS), or human immunodeficiency virus (HIV).  It may also include information about behavioral 

or mental health service, and treatment for alcohol and drug abuse.  

 

I understand that the information released is for the specific purpose stated above.  Any other use of this information without the 

written consent of the patient is prohibited. 

 

I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke the authorization I must do so 

in writing and present my written revocation to the individual or organization releasing information.  I understand that the 

revocation will not apply to information already released in response to this authorization.  I understand that the revocation will not 

apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.  Unless 

otherwise revoked, this authorization will expire on the following date, event or condition: 

_________________________________________________________________________________________________________ 

 

 

I understand that authorizing the disclosure of this health information is voluntary.  I can refuse to sign this authorization.  I need 

not sign this form in order to ensure treatment.  I understand that I may inspect or copy the information to be used or disclosed, as 

provided by Health Insurance Portability and Accountability Act of 1996 (HIPAA).  I understand that any disclosure of 

information carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal 

confidentiality rules.  If I have questions about disclosure of my health information, I can contact the Privacy Officer for Seven 

Oaks Women’s Center. 

 

 

 

_________________________________________     _________________________________ 

Signature of Patient or Legal Representative      Date 

 

 

 

_________________________________________     _________________________________ 

Relationship to Patient (If Legal Representative)     Witness 


	Binder1
	Established
	Confidential Health History
	Established Patient2
	Established Patient
	Financial Policy Template
	HIPAA Consent Form Template
	Patient Information Template
	Pt Info Template

	Established Patient.pdf
	CONSENT FOR LEAVING MESSAGES
	Financial Policy Template
	HIPAA Consent Form Template
	Patient Information Template
	Pt Info Template


	Established Patient.pdf
	CONSENT FOR LEAVING MESSAGES
	Financial Policy Template
	HIPAA Consent Form Template
	Patient Information Template
	Pt Info Template


	Established Patient.pdf
	CONSENT FOR LEAVING MESSAGES
	Financial Policy Template
	HIPAA Consent Form Template
	Patient Information Template
	Pt Info Template





	Financial Policy Template (2)
	Binder1.pdf
	Established
	Confidential Health History
	Established Patient2
	Established Patient
	CONSENT FOR LEAVING MESSAGES
	Financial Policy Template
	HIPAA Consent Form Template
	Patient Information Template
	Pt Info Template

	Established Patient.pdf
	CONSENT FOR LEAVING MESSAGES
	Financial Policy Template
	HIPAA Consent Form Template
	Patient Information Template
	Pt Info Template


	Established Patient.pdf
	CONSENT FOR LEAVING MESSAGES
	Financial Policy Template
	Patient Information Template
	Pt Info Template


	Established Patient.pdf
	CONSENT FOR LEAVING MESSAGES
	Financial Policy Template
	HIPAA Consent Form Template







